See "Endoscopy Timing in Patients with Acute Upper Gastrointestinal Bleeding" by Gonçalo Alexandrino, Tiago Dias Domingues, Rita Carvalho, et al., on page 47-52.

Acute upper gastrointestinal bleeding is an important emergency condition, and endoscopic intervention plays a pivotal role in its management \[[@b1-ce-2019-007]\]. Although there have been technical advances in the field of therapeutic endoscopy, the management of gastrointestinal bleeding remains challenging \[[@b2-ce-2019-007]\]. In addition, the increasing use of antiplatelet agents and anticoagulants has further complicated clinical decision making \[[@b3-ce-2019-007]\]. The optimal timing of endoscopy in patients with upper gastrointestinal bleeding remains controversial \[[@b4-ce-2019-007]\]. Current guidelines recommend performing endoscopic examination within 24 h of the onset of bleeding \[[@b2-ce-2019-007],[@b5-ce-2019-007],[@b6-ce-2019-007]\]. In contrast, urgent endoscopy within 12 h is recommended when variceal bleeding is suspected \[[@b7-ce-2019-007]\].

In a recent review article, the authors compared the clinical outcomes of endoscopy within 12 h (urgent or very early endoscopy) and endoscopy within 24 h for nonvariceal upper gastrointestinal bleeding. It was found that urgent endoscopy increased the utility of endoscopic treatment; however, the overall outcomes, including mortality, recurrent bleeding, or the need for surgical intervention, did not differ between the 2 groups. These results led to the conclusion that urgent endoscopy should be considered only in selected patients at a high risk \[[@b4-ce-2019-007]\]. Another retrospective study divided patients into lowrisk and high-risk groups according to the Glasgow-Blatchford score (GBS), and showed that urgent endoscopy was associated with a more than 5-fold increase in the risk of worse outcomes, including rebleeding, the need for intervention, and death, compared with conventional endoscopy \[[@b8-ce-2019-007]\]. In a subgroup analysis, similar results were found in the low-risk group, whereas in the high-risk group the timing of endoscopy was not a significant predictive factor of outcomes. On the basis of the results, it seems that urgent endoscopy is not beneficial but harmful in patients with a low risk. However, considering the retrospective nature of this study, it can be speculated that patients who underwent urgent endoscopy may have had a serious clinical manifestation or have been unstable, resulting in earlier endoscopic examination, and therefore were associated with a worse outcome than those with a stable condition. For this reason, urgent endoscopy might be associated with a worse outcome although the GBS suggests a low risk. That is, the timing of endoscopy reflects the severity and urgent endoscopy itself might not be associated with a worse outcome.

In this issue of *Clinical Endoscopy*, Alexandrino et al. \[[@b9-ce-2019-007]\] investigated the relationship between the timing of endoscopy and the clinical outcomes in patients with upper gastrointestinal bleeding, including both variceal and nonvariceal bleeding. Patients were classified into the low- and high-risk groups based on the GBS. Comparisons were made with respect to the cause of gastrointestinal bleeding and the timing of endoscopy: variceal versus nonvariceal bleeding and very early endoscopy (within 12 h) versus early endoscopy (within 12--24 h). The primary composite outcome was defined by the sum of each event, including rebleeding, the need for surgery or intensive care unit care, or death, during the hospital stay. In this study, the risk of a composite outcome was 73.9% lower in the early endoscopy group than in the very early endoscopy group (odds ratio, 0.261; 95% confidence interval, 0.113--0.602; *p*=0.001). Subgroup analysis showed that very early endoscopy was associated with a poor outcome in patients with a low risk and in those with nonvariceal bleeding. These results are consistent with a previous study showing that patients with a low initial GBS and hemodynamic stability could not be properly managed before endoscopy. As for patients with hemodynamic instability, initial resuscitation and stabilization are more effective than very early endoscopy in preventing unfavorable outcomes. Indeed, the time to endoscopy was not a significant predictor of composite outcome in patients with a high risk or those with variceal bleeding in stratified analysis.

In conclusion, this study confirmed that very early endoscopy for upper gastrointestinal bleeding is associated with worse clinical outcomes. It seems that very early endoscopy is not necessary for all patients with upper gastrointestinal bleeding. Rather, very early endoscopy may be beneficial for patients after adequate pre-endoscopy management, including resuscitation, blood transfusion, and use of a proton pump inhibitor. However, this study is also a retrospective analysis and the timing of endoscopy was left to the discretion of the treating physician. Well-designed prospective studies are needed to clarify the benefit of urgent or very early endoscopy for patients with acute upper gastrointestinal bleeding.
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